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ABSTRACT
Objective: To explore the views of senior doctors on
mental illness within the medical profession.
Background: There has been increasing interest on
the issue of doctors’ mental health. However, there
have been few qualitative studies on senior doctors’
general attitude towards mental illness within the
medical profession.
Setting: Large North London teaching hospital.
Participants: 13 hospital consultants and senior
academic general practitioners.
Methods: A qualitative study involving semi-
structured interviews and reflective work. The outcome
measures were the themes derived from the thematic
framework approach to analysis.
Results: Four main themes were identified. (1)
‘Doctors’ attitudes to mental illness’—doctors felt that
there remained a significant stigma attached to suffering
from a mental illness within the profession. (2) ‘Barriers
to seeking help’—doctors felt that there were numerous
barriers to seeking help such as negative career
implications, being perceived as weak, denial and fear of
prejudice. (3) ‘Support’—doctors felt that the use of
support depended on certainty concerning
confidentiality, which for occupational health was not
thought to be guaranteed. Confiding in colleagues was
rare except among close friends. Supervision for all
doctors was raised. (4) ‘General Medical Council (GMC)
involvement’—doctors felt that uneasy referring
colleagues to the GMC and the appraisal and
revalidation process was thought not to be thorough
enough in picking up doctors with a mental illness.
Conclusions: Owing to the small size of this study, the
conclusions are limited; however, if the findings are
confirmed by larger studies, they suggest that greater
efforts are needed to destigmatise mental illness in the
profession and improve support for doctors. Additional
research should be carried out into doctors’ views on
occupational health services in managing doctors with
mental illness, the provision of supervision for all
doctors and the effectiveness of the current appraisal
and revalidation process at identifying doctors with a
mental illness.
Strengths and limitations of this study
▪ This study provided an in-depth exploration of
the views of senior doctors regarding mental
illness and their role as doctors.
▪ Although there was a small sample size of 13
senior doctors, every effort was made through
purposive sampling to include a variety of spe-
cialties from medicine, surgery and primary care
(11 in total). Sampling bias may have occurred
due to participants taking part for personal
reasons.
▪ Participants were sampled from one large teach-
ing hospital in North London; thus, further
research into other settings would be needed to
determine whether the views expressed are
generalisable.
▪ The bulk of the data came from face-to-face
interviews, but the main researcher (EFB) also
kept a reflective diary and carried out a
member-checking process to increase rigor and
validity of results. Triangulation using another
method of data collection could have further
strengthened these results.
▪ A subset of the data was independently analysed
by the second author (MRB) and themes were
agreed upon together.
▪ As a medical student, the main interviewer had a
common ground with the participants. This
could have facilitated discussion and made her
less intimidating to speak with because of her
junior role. However, it is important to note the
possibility that the researcher’s background as a
medical student and part of the doctor’s working
environment could have resulted in reticence
among participants in expressing their views to a
student.
▪ A number of potential participants unfortu-
nately declined to take part in the study. Their
reasons were not explored, but a few who did
participate spoke of issues of confidentiality
and anonymity. These issues may have hin-
dered some participants in voicing some of
their opinions.
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INTRODUCTION
Quis custodiet ipsos custodes
Who will watch the watchmen?
It has been over 15 years since Dr Daksha Emson, a
34-year-old psychiatrist who suffered from bipolar dis-
order, stabbed herself and her 3-month-old baby Freya,
covered in accelerant and set it alight. This was a tragic
loss and an event that sparked debate and apprehension
over doctors’ health, how they cope with mental illness
and their use of services.1 2 The 2008 paper ‘Mental
health and ill health in doctors’3 discussed the broad
range of issues surrounding mental illness within the
profession, such as the low help-seeking behaviour, the
stigma, the shame and the secrecy, as well as the need
for more accessible and appropriate support services.
The paper published in 2010 entitled ‘Invisible
patients’4 looked at the negative impact of the profes-
sion on doctors’ health, the effect of this poor health
and the barriers to doctors seeking support. These docu-
ments highlight the ever-present stigma surrounding
mental illness and call attention to the need to raise
awareness of the importance of mental health and well-
being in doctors. New initiatives have been set up as a
consequence, such as the NHS Practitioner Health
Programme which is a London-based service designed
to deliver mental healthcare speciﬁcally to healthcare
professionals.5
This increase in concern over doctors’ health has led
to further research focusing on the issues involved.
Quantitative studies that have been identiﬁed6–13 have
reported high levels of psychiatric morbidity in doctors
and explored their opinions on disclosure, prevalence
and risk/protective factors. Qualitative studies on
doctors’ own attitudes towards mental illness within the
medical profession have been rather limited, with those
available either focusing only on doctors who suffered
mental illness in the past14 or only including general
practitioners (GPs).15 We believe that this is an import-
ant topic that deserves further research, particularly in
exploring the views of doctors in primary care and those
in the surgical and medical specialties, including those
who do not have a history of mental illness.
In this study, we have singled out senior doctors
because in order to achieve seniority, these doctors have
spent a large part of their life in the profession. In fact,
over the past 20–40 years, many would have experienced
any changes in the culture and attitude towards mental
illness within the profession, as well as the changing
working environment that could affect mental illness. In
addition to this, it is important to note that senior
doctors will have different support structures (often
being those with the responsibility to provide support to
juniors) and, although recent literature12 has shown
them to be more likely to seek help for a mental illness
compared to younger trainees, they may have differing
beliefs and attitudes in regards to it, as well as more
experience with the General Medical Council (GMC)
investigations.
To obtain more information about doctors’ percep-
tions of the management of mental illness within the
medical profession, this study also focuses on doctors’
opinions towards the GMC. As the organisation that reg-
ulates and licenses doctors in the UK, the GMC has a
compulsory annual appraisal and 5-yearly revalidation of
all doctors.16 17 As part of this, doctors are required to
self-report any mental or physical illness that may affect
their ﬁtness to practice and how they are addressing the
issue. If a signiﬁcant concern arises as part of this
process or their behaviour and/or practice is thought to
pose a risk to the public, an investigation will be opened
whereby the doctor will be asked to undergo a GMC
health assessment. Doctors can also refer themselves
and can be referred by their peers. The assessment
involves a physical and mental examination undertaken
by two experts appointed by the GMC who report on
the person’s suitability to be working and may make
recommendations for the management of their case.
The information gathered is then considered by two
GMC case examiners, one medical and one lay. A small
percentage of these cases are referred by the case exami-
ners to the Medical Practitioners Tribunal Service and a
hearing is conducted by a tribunal consisting of three
trained persons.18 In the existing literature, there is
some evidence to the punitive nature of GMC investiga-
tions and the lengthy processes involved.14 19–21 This
affected in particular those doctors with a mental illness,
with the GMC carrying out an internal review in 2014
on those doctors taking their own lives while under
GMC investigation.22 There is qualitative literature avail-
able that focuses on the views of sick doctors who have
been through the GMC process21 but this does not
cover the general views of doctors. In view of this, a
further area that this study examines is that of doctors’
general attitudes towards the GMC safety-netting prac-
tices and investigations, as well as the issues surrounding
this, speciﬁcally in regards to doctors being assessed as a
result of a mental illness.
METHODS
The study design was a qualitative interview study exam-
ining senior doctors’ beliefs and attitudes regarding
mental illness in the medical profession, including help-
seeking behaviours and beliefs and the use of support
services available to them. The principal researcher
(EFB) was at the time a third year medical student who
carried out this research as part of an intercalated bach-
elor of science.
Context and sampling
The study was carried out at a large teaching hospital in
North London. The study took place over a 3-month
period. EFB recruited 14 senior doctors (13 of which
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were included in the study results) composed of hospital
consultants and senior academic general practitioners
(SAGP). Unfortunately, one interview was not included
in the results due to data retrieval issues.
The doctors were sampled by sending a participant
information sheet and consent form either via the hospi-
tal’s internal post or electronic mail. Participants were
purposively sampled from the online consultant direc-
tory to include as many different specialties, surgical,
medical and primary care.
Data collection
Data were collected using in-depth semi-structured inter-
views. EFB also reﬂected on what was observed during
the interviews through a reﬂective diary, which also
recorded any iterative changes to method of data collec-
tion or analysis.
Semi-structured interviews
Face-to-face in-depth semi-structured interviews were
carried out with 14 senior doctors by EFB. Demographic
information was collected at the start of each interview.
The interviews were conducted using a topic guide (see
online supplementary appendix 1). The topic guide was
developed following review of the identiﬁed literature.
Topics included initial open-ended questions concern-
ing their beliefs about mental illness, their personal
experience, attitudes towards mental illness, available
services for sick doctors and how the GMC is involved.
EFB conducted a pilot interview with a consultant with
whom the researcher had personal correspondence
with, but who was not based at the teaching hospital and
therefore could not be used as part of the study. The
topic guide was modiﬁed to include new ideas identiﬁed
throughout data collection. The interviews lasted
between 22 and 55 min.
Analysis
The interviews were transcribed verbatim. Analysis of
transcripts was undertaken in parallel with the inter-
views, enabling modiﬁcation of the topic guide as other
themes emerged. The transcribed interviews and reﬂect-
ive diary formed the raw data used in the analysis. The
NVivo V.10 software was used to analyse the interview
transcripts using an inductive ‘thematic framework
approach’.23 This process occurred in the following
stages:
1. Familiarisation with the data: This involved repeated
rereading of the transcripts and reﬂective diary, allow-
ing EFB to familiarise herself with the data and list
key concepts.
2. Identifying a thematic framework: Following familiarisa-
tion, recurring themes were identiﬁed in the data
and highlighted by EFB and an index of data was
created to label the transcripts, dividing them into
groups that corresponded to identiﬁed themes. This
formed the basis of the thematic framework.
3. Indexing the transcripts according to the ideas presented:
The NVivo V.10 software was used to index and high-
light themes within the data.
4. Charting the data: The NVivo V.10 software was used in
this stage to rearrange the data into the area of the
thematic framework to which they were allocated.
5. Mapping and interpreting the data: The charts of data
that were collected were then interpreted to obtain
conclusions.
Data analysis started after the ﬁrst interview so that an
iterative approach to data collection could be used in
which themes identiﬁed in earlier interviews could be
explored in subsequent interviews. EFB analysed all of
the transcripts independently, and MRB then independ-
ently analysed three transcripts and read the reﬂective
diary. The themes identiﬁed by EFB and MRB were com-
pared and found to be very similar. After minimal discus-
sion, a ﬁnal list of themes and subthemes was agreed.
Member checking
Participants were sent a transcript of their interview and
asked for any comments. One participant slightly altered
his expression of one concept, but there were no other
changes to the text.
RESULTS
Three hundred and twenty-two senior doctors were con-
tacted. Replies were received from 36 doctors, of which
23 agreed to participate. They were contacted by the
principal researcher to arrange an interview time;
however, only 14 doctors participated due to doctors no
longer maintaining contact with the researcher, inter-
views being cancelled by participants due to illness or it
being impossible to arrange an interview within the time
frame of the study.
The participant characteristics are described in table 1.
One participant disclosed a history of post-traumatic
stress disorder.
Four main themes, each with a number of subthemes,
were identiﬁed. These are shown in table 2.
Within the following quotations, omitted words have
been shown by entering ‘…’. Text within brackets has
been added by the author.
Doctors’ attitudes to mental illness
Different attitudes were discussed surrounding mental
illness within the profession and how it was perceived by
senior doctors.
Stigma: mental versus physical health
Mental illness was perceived very differently by doctors
from a physical illness. It was seen to be more long-
lasting and associated with more suspicion over recur-
rence. In addition, it was seen to be more easily hidden
due to a lack of objectivity with clear scientiﬁc tests to
prove the diagnosis.
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If you have a physical illness there may be a solution for
it… an operation and then you’re absolutely ﬁne. But
with a mental illness it is sometimes perceived as a con-
tinuous, chronic issue that may recur. [#5]
A physical illness, people can see it or you have manifes-
tations of it… your liver function tests are abnormal or
you’ve got a streaming cold or cough or whatever… it’s
very difﬁcult with mental health, you don’t look unwell
with it necessarily. [#11]
When thinking about mental illness in the medical
profession, this mind–body dualism was further dis-
cussed in that mental illness can affect thought-processes
such as reasoning and decision-making, which are vital
for the competent execution of clinical medicine. This
could be interpreted as doctors with a mental illness
posing a greater risk of danger to patients through mis-
takes in decision-making.
It can affect your ability to reason. If you break your leg
you can still make decisions. But if you have been suffer-
ing from severe depression then decisions might be
impaired. [#7]
Unique position of medicine
Although it was generally considered that doctors, as
part of the general population, should suffer at least the
same extent of mental health problems, reasons for an
increased incidence could be due to the cohort of
people that are drawn to the profession and the effect
that the profession has on the people who partake in it.
Maybe health professionals generally attract people who
are of a certain personality or maybe of a personality
type which happens also to have risk factors and also it
maybe, makes you think that the other is the nature of
the work, the training and the work content of patients
or the system that we work in. [#9]
I guess you know, seeing people, extremes, seeing people
die, seeing people who are aggressive, difﬁcult, rude,
with all the stresses of trying to achieve a job, trying to
look after everyone… [#5]
Another reason why some thought it would be easier
for doctors to develop a mental illness was the greater
access to substances leading to certain mental illnesses
such as addiction among the medical body.
It is easier to get hold of drugs if you’re a doctor than if
you’re not, I don’t mean cocaine or heroin, but the
other stuff that you can become addicted to. [#4]
It is incredible how somebody, anaesthetists, share mor-
phine with the patient, get some in the vein of the
patient and the rest gives to himself… [#12]
It is worth mentioning that although many thought
that doctors were at an increased risk of developing a
mental illness, some put it within the context of being
comparable to other high-pressure occupations.
I’m not sure, I mean if you’re a top-end banker and you
have the same problems, I don’t think the situation
Table 2 Themes
Subtheme
Theme 1: Doctors’
attitudes to mental
illness
▸ Stigma: mental vs physical
illness
▸ Unique position of medicine
▸ Changing attitudes
Theme 2: Barriers to
seeking help
▸ Negative job implications
▸ Vulnerability
▸ Fear of prejudice
▸ Lack of illness recognition
and acceptance
Theme 3: Support ▸ Organisational and team
support
▸ Relationship with colleagues
▸ Awareness and attitude
towards internal support
services
▸ Awareness and attitude
towards external support
services
Theme 4: GMC
involvement
▸ GMC role and GMC health
assessment
▸ Attitudes towards colleagues
referred to the GMC health
assessment
▸ Appraisal and revalidation
GMC, General Medical Council.
Table 1 Participant characteristics
Participant
number
Age
bracket* Sex Specialty
1 36–40 M Endocrinology
2 36–40 M Radiology
3 56–60 M Dermatology
4 61–65 M Academic GP
5 41–45 M Nephrology
6 51–55 M Academic GP
7 36–40 M Neurology
8† 61–65 M Paediatrics
9 51–55 M Academic GP
10 41–45 M Hepatology
11 41–45 M Orthopaedic
Surgeon
12 56–60 M Urology Surgeon
13 56–60 F Infectious
Diseases
14 61–65 F Paediatrics
*Age bracket was used to maintain greater certainty of
confidentiality due to small number of consultants in certain
specialties.
†This participant’s data were lost.
GP, general practitioner.
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would be any different, or if you’re a lawyer, I don’t think
it’s anything speciﬁc to the medical profession. [#2]
Changing attitudes
The advantage of interviewing senior doctors was that
the views obtained were from those who had most likely
been in the medical ﬁeld for a substantial amount of
time and had experienced the progression of medicine
through this time, and therefore, how attitudes to
mental illness had evolved. The general thought was that
the situation in regards to stigma and mental illness for
doctors and the general population had slightly
improved but still very much exists.
In a way I think we have become slightly more open
about it but in a way, probably not. So I think we are
slightly more open and ﬂexible with people… I think
nowadays with changes in people’s attitudes, changes in
employment, law as well, it’s more working around
people and their illnesses… but I still think there is still a
signiﬁcant stigma attached to it. [#5]
Many doctors talked in terms of differences in genera-
tions due to changes in training and a greater appreci-
ation of one’s well-being within younger cohorts, with
changes in the system (such as working hours and days
off) protecting people from burnout and stress.
I suspect younger people are more sort of touchy-feely.
In general this is a whole generational gap I think…
there’s a more open attitude towards it [mental illness] I
think in the young generation, both in general society
and in medical training. [#2]
My generation worked really hard as house ofﬁcers,
where you were on call and I had one day off a month…
the people that are coming through later are, I’m sure,
prepared to work just as hard but have never worked
hard in the way that we did, so that’s a sort of clash of
cultures a bit… I think generations that come will prob-
ably be better, will suffer less problems to some extent
because they’re more used to looking out for themselves.
[#10]
Barriers to seeking help
Many participants interviewed believed that most
doctors are not open about their mental well-being and
that many do not seek help when suffering from a
mental illness.
Negative job implications
A great barrier for doctors was that of negative career
implications. Many of the senior doctors interviewed dis-
cussed the fear of seeking help in case they were
reported, resulting in the possibility of being struck off
from the medical register. For one participant, this was
tied to a loss of ﬁnancial income and the consequences
that this would entail.
I mean professionally you might be looking at being
drawn off the line, so you’re no longer able to operate,
you’re not able to work…I think you’re also looking at an
income that’s lost. And you know, if you’re no longer
able to work for years that’s quite a substantial income
that you’re losing. How can I put it? An incentive to carry
on working and to not acknowledge that these things are
going on. [#2]
It was also revealed that how admitting to a mental
illness, even when the senior doctor was able to con-
tinue working, could often have serious career progres-
sion implications. The following was a personal
experience from a participant who described this
occurrence:
A colleague of mine ran out of sertraline the other day
and she openly said ‘I can’t get to my GP for two
weeks’…she was overheard saying that and when she was
being considered for another post in the hospital, it was
brought up that she was on sertraline and therefore
wasn’t suitable, and that’s outrageous… she’s done the
right thing and she’s open about it, and this was held
against her. [#13]
Vulnerability
Doctors were thought to want to project a certain profes-
sional image, to patients and to colleagues; therefore,
admitting to a mental illness was seen as a weakness and
a way that undermined them as a professional.
Part of being a doctor I think is performance, as for any
job really, part of the performance is to appear as
someone with conﬁdence, wisdom, erm you know, cer-
tainty, among other things. And it would make it difﬁcult
to do that job if you were admitting vulnerability. [#9]
It was believed that doctors, as people who have to
treat others, do not ﬁnd their role as physicians compat-
ible with a sick role similar to that of their patients.
Often as a doctor you have to be the person that every-
one perceives as being strong, who is looking after all the
other patients where you know, you are not necessarily
meant to be ill yourself as well. [#5]
Fear of prejudice
There was also a notion that doctors were to blame
themselves for their poor mental health and therefore
could be judged by others for not preventing any
problems.
The ﬁrst thing to say is well it’s got to be about, you
know, organising your life a bit better and then you’ll
feel ﬁne, because I think mental health can be perceived
as being something where if people were a little bit more
organised they would sort it out. [#11]
We come from a tradition that says that our behaviour
and our thinking are under our control and so if we go
wrong we are failures. [#4]
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Maintaining productivity was also an issue for doctors,
whereby suffering from a mental illness could be per-
ceived as lagging behind and letting colleagues down on
work that needs to be completed. This was not only seen
as failing the expectations of the profession in carrying
out a service but also fear over being distrusted in one’s
clinical decisions due to the possibility of later
recurrence.
Something about medicine of you know, ‘just get on with
it, don’t moan’, you know, ‘it’s tough for everyone, you
just have to cope with it’… it is that selﬁsh, pragmatic
perception of ‘what does this mean for me? If they’re not
working that’s going to make my life a lot more difﬁcult’
and I think that’s always a real tension within that rela-
tionship. [#6]
[People] would always be questioning you after that as to
whether you’ve really made a full recovery and always
looking at you, you know, if you make, if you have a difﬁ-
cult decision to make you’d feel like you’re being ques-
tioned perhaps whether you were making it correctly and
you might feel people questioning whether your depres-
sion had recurred. [#7]
Lack of illness recognition and acceptance
Another barrier to seeking help was seen to be a lack of
self-recognition and acceptance due to a great element
of denial.
I know colleagues who do all sorts of maladaptive things:
they hit the bottle, they probably get very stressed out,
they get all sorts of diversionary techniques so that they
don’t address the issues that may be going wrong with
them. [#6]
No question, there are cases which I’ve been through,
there was denial and the doctors and their consultants
did not come to terms with them until they absolutely
completely broke down and had an acute emergency
admission to the mental health unit. [#12]
Support
During the interviews, awareness and attitudes towards
support structures were discussed.
Organisational and team support
Participants identiﬁed the importance of a good organ-
isational infrastructure that is able to maintain a good
working environment, allowing doctors to have space to
work with issues when they arise.
The intragroup mechanisms for ﬂexibility, I think can
sometimes help people’s mental health because it can
provide an internal ﬂexibility that responds to the fact
that we all have different experiences, some people have
ups and downs, and so can be responsive to needs. [#1]
If you’re in a service which is under-resourced, stretched,
poorly managed and all those things can add to your
burden and increase your level of burnout. [#9]
Nevertheless, this infrastructure could sometimes lead
to collusion that was a common topic discussed, whereby
the system or peer network would allow a doctor to con-
tinue working and allow his illness to remain hidden.
I worked for a registrar who operated better when he was
drunk than when he wasn’t. If you wanted to ﬁnd him
out of hours when he was on duty and you were the
on-call SHO for the labour unit, you had a pub to ring,
the system was that well organised. [#4]
I had a colleague once who took prolonged absences,
which ofﬁcially were down to stress, but I suspect given
that I’ve known him for 15 years and this happened
when we were training together in medical school as
well, I suspect that it was more manic depression… it was
deﬁnitely very carefully spun to us… So I do think that
had he had Crohn’s or something, people would have
been much more forthcoming say ‘yeah, he’s got
Crohn’s, he’s just not coming in’. There’s deﬁnitely quite
a bit of a stigma and some people don’t necessarily treat
it openly or discuss it openly. [#2]
Relationship with colleagues
Doctors generally said that they would not inform collea-
gues if they had a mental illness. This was mainly driven
by the desire to keep things within one’s control.
No you can’t, talking to colleagues is really just defaming
and defusing the issue and is irresponsible… it has to be
reported in a formal documented channel then nobody
can diffuse it behind you on your behalf. [#12]
Many senior doctors stated that unless they were close
friends, doctors had little awareness of their colleagues’
mental well-being.
I know someone… he was on some course and he had a
breakdown… I heard he completely collapsed, and no
one had noticed and it’s not anything against them, it’s
again difﬁcult when you’re tied up thinking about other
issues and patient care. [#14]
When I started telling some friends, well no, some collea-
gues about it, there was a clear lack of support. No discus-
sion, no discussion, it was almost like ‘oh well erm, when
you’ve had a holiday you’ll feel much better’. They didn’t
want to go there. Just didn’t want to go there. [#13]
I know quite a few of my colleagues who are on sertraline
but they are my friends as well and that’s why I know, but
they wouldn’t tell their colleagues. [#13]
Awareness and attitudes towards internal support structures
Existence of occupational health was well known to
senior doctors interviewed. However, there were
deep-rooted anxieties about it being part of the employ-
er’s organisation, with issues of privacy and
conﬁdentiality.
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I may be quite worried about that in a way and I think of
occupational health as the organisation that will deter-
mine when I am ﬁt to return to work if I’ve been ill for
some reason or another. [#3]
I wouldn’t want to use the hospital’s own services
because I don’t really want, with Cerner and stuff, I don’t
want my medical records in the hospital… so some of my
colleagues can look up my notes and see that I am under
the care of a psychiatrist, the sort of thing that would
create a lot of gossip. So yeah, that would deﬁnitely
factor in my thinking… I don’t really want my colleagues
going ‘oh clinic appointment yesterday, I wonder what
happened there’, which they could do! And so I would
rather keep it outside the hospital. [#2]
In regards to internal support systems, it was men-
tioned that doctors in all specialties should have inde-
pendent conﬁdential supervisors for them to talk about
their non-clinical needs and concerns. One participant
with personal experience of private supervision went
into detail about this:
We don’t have a concept whereby we can be supervised,
not clinically but almost emotionally and psychologic-
ally… rather like psychologists do… I just go and see
somebody for supervision, talk about anything, talk
about management, having difﬁculty with one team
member and what’s the best way to go about it, it’s
hugely helpful but I’ve had to do it on my own… You
need an unconditional relationship where a friendship
is not at risk if you say something that’s not going to be
acceptable. [#13]
Awareness and attitudes towards external support structures
When doctors thought about what they would do if they
were ever in a position where they thought that they
were no longer ﬁt for work due to a mental illness, most
stated that their ﬁrst port-of-call would be their GP.
I would want a third party opinion, so I would go to my
GP, go through the normal routes that a non-doctor
would go through. [#2]
However, when doctors felt that they did not have a
good long-standing relationship with their GP, often they
would not seek support from them.
I haven’t actually probably visited my GP so I don’t feel
that I have a connection with my GP, so probably ﬁrst
thing to go and talk to the GP, probably myself I don’t
feel it. Though it is wrong. Should be the ﬁrst stop. But
me, I have to be honest, no I would not go to my GP.
[#12]
Although doctors were generally aware that external
support services existed and were available, senior
doctors’ speciﬁc knowledge and interpretation of ser-
vices varied. A common response was that of having a
limited knowledge of services but knowing where to
look for them if they were ever in need.
You can probably ring occupational health and you could
contact your GP, you could probably contact someone
like the BMA, or like medical events folk and they would
all have ways of signposting so I kind of know how I
could ﬁnd the help if I so wanted to or needed to, but I
don’t really know anything about, it’s a bit like I know
how to get a car serviced, but I don’t actually, you know?
[#10]
Frequently, doctors expressed the advantage of exter-
nal services was that they were independent and had the
doctor’s best interest at heart. They would not be in
contact with the employer organisation and would not
allow colleagues to become aware of the doctor’s
situation.
But in a way it would be an independent body that would
be independent of your own unit so other people would
not be able to access your data, other people would not
be able to see you going in. [#5]
However, there was the disadvantage of not speaking
with someone you knew well or whom you trusted,
which was something appreciated by doctors.
I still think that the personal approach might be the
better way. You know, using your own existing net of con-
tacts might be the ﬁrst step and that ﬁrst step might lead
you to another source of help. [#4]
GMC involvement
GMC role and health assessment
All doctors were aware of the role of the GMC and it was
generally seen as the ‘court of last resort’. When speak-
ing about the possibility of having to refer a colleague to
the GMC for a health assessment, most participants
mentioned the desire to speak to the colleague ﬁrst and
many thought that there were better ways of dealing
with the situation. There were also some concerns as to
the impact that referring to the GMC would have on the
person’s career and life, making most doctors feel
uncomfortable to do so.
I’m deﬁnitely aware of colleagues who have, you know,
escalated to the point where they have had very substan-
tial problems and it has had an impact on their ability to
work. It would be a very uncomfortable thing to actually
do, dob somebody in effectively. It would have a pro-
found effect on their lives and their livelihood. [#6]
There were also concerns as to how efﬁcient the GMC
would be at dealing with the problem, and how long it
would take for the process to come to a decision on how
to proceed. One participant discussed her experience of
a colleague being referred to a GMC health assessment
which, despite not being due to mental illness, conveyed
her attitude towards the process and system as a whole:
We told the GMC and the poor woman waited for about
a year before she heard from them and I thought that
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was terrible, so I just don’t think they have the capacity
or the knowledge or the ability… I was really upset for
her, because I wanted to help her and so I would be very
nervous about referring someone to the GMC. [#14]
There were also thoughts regarding the concept of
branding someone guilty simply through referral.
Every time you make a referral, this person is guilty until
proven otherwise and not the other way around…
because people are worried about patient care and when
you want to do something like that, you might really be
putting this colleague on suspension… and myself I
wouldn’t do it. [#12]
Attitudes towards colleagues referred to the GMC health
assessment
When discussing attitudes towards colleagues who had
been referred to a GMC health assessment, participants
expressed their sympathy and support for them, while at
the same time realising their concerns and anxieties
over the colleague’s clinical abilities and ﬁtness to prac-
tice for the future.
I suspect I’d be anxious about their ability to return to
the work environment, certainly I know within our prac-
tice everybody is overstretched and stressed and a normal
day is a challenge. So the idea that you would put some-
body back into that working environment who was strug-
gling would be a source of anxiety… I suspect you’d want
to meet with them, you’d want to ﬁnd out how they
are… whether any limitations had been placed on their
registration. [#6]
Appraisal and revalidation process
The comments made by doctors were generally negative
in regards to the appraisal of doctors suffering from a
mental illness. It was thought that the process was not
very robust.
I’ve had my appraisal, I’m going to have my revalidation
tomorrow, and the health-related part is a simple self-
assessment ‘I am in good health’—yes or no. So I don’t
think it’s very thorough. [#2]
Another apprehension was on the overall effectiveness
of the system at following through concerns about
doctors. One participant expressed frustration and dis-
satisfaction with their experience of the process.
I am really concerned that it’s going to end up in a huge
administrative bottleneck that every other blooming
thing does. For example, I am involved in really a very
big mediation meeting about somebody’s, a senior
doctor’s, behaviour. It was an appalling process, and all
these tick boxes were put there that were going to be
checked again in six months. I didn’t even bother to
answer, I wasn’t followed up, nothing, it’s fallen ﬂat on its
face. That’s the problem with these things, follow-
through. [#13]
DISCUSSION
There is increasing awareness of the importance of
mental illness within the general population, as well as
the medical profession. However, little is known speciﬁc-
ally about the views of senior doctors in the UK concern-
ing mental illness among members of the profession. In
common with other qualitative studies, this study did not
intend to sample the views of a representative sample of
senior doctors but rather to provide a more detailed
insider perspective on this important issue. The study
identiﬁed four themes: ‘Doctors’ attitudes to mental
illness’, ‘Barriers to seeking help’, ‘Support’ and ‘GMC
involvement’.
In the theme ‘Doctors’ attitudes to mental illness’, the
ﬁnding that there is a great degree of stigma attached to
mental illness in the medical profession was found in
the existing literature.13 14 24 25 In this theme, we
described various aspects that were discussed regarding
attitudes towards mental illness, including the difference
between how mental and physical illness are conceived,
how the medical profession compares to the general
population in suffering from mental illness and the
changing attitudes that senior doctors are experiencing
in regards to it. Mental illness was perceived to be more
stigmatised than physical illness among doctors. Some
participants viewed doctors’ mental health as no worse
than the general population. This is consistent with the
quantitative study by Hassan et al.9 However, the high
stress attributed speciﬁcally to the medical profession
has been reported in numerous other studies.7 8 11 This
included the view that doctors have a greater exposure
to emotional issues surrounding death and patient suf-
fering.11 The ﬁnding that mental illness in doctors is
due to occupational and individual risks is consistent
with the ﬁndings of the narrative literature review by
Brooks et al.24
In the theme ‘Barriers to seeking help’, fear of career
repercussions was seen as a major barrier. This is consist-
ent with previous research.9 24 Psychological barriers,
such as perceiving mental illness as a weakness and the
inability of doctors to place themselves within a sick role,
is described in the existing literature.14 24 Colleagues
were seen to have a signiﬁcant negative impact on
doctors seeking help due to fear of prejudice for suffer-
ing from a mental illness, a phenomenon also identiﬁed
by Henderson et al.14 While some of these barriers are
not speciﬁc to the medical profession, they have particu-
lar resonance because of the speciﬁc roles and responsi-
bilities of doctors. The lack of recognition and
acceptance of mental illness due to lack of insight and
reﬂection is consistent with other studies’ ﬁndings.12 15 26
Other reasons for not seeking help were brought up in
Cohen et al’s12 quantitative survey, such as only perceiv-
ing that they had mild symptoms, not seeing the rele-
vance of seeking help and believing that they would be
able to deal with the problem themselves. Adams et al’s13
study also discusses fears of letting patients and collea-
gues down, as well as lack of locum cover as barriers to
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seeking help. Although our study focused on barriers to
seeking help, enablers to seeking help have been
described in the literature such as sensing a professional
responsibility to do so, wanting advice on how to
manage work alongside mental ill health, seeking emo-
tional support, as well as obtaining treatment, getting
time off or negotiating a change in workload.12 These
are all additional views that did not emerge in our study
but that should be considered when thinking about why
doctors do not seek help for their mental illness.
The theme on ‘Support’ explored the importance to
senior doctors of organisation and team assistance. The
issue that a lack of infrastructural support in a team,
poor organisation and less ﬂexibility in workload could
increase rates of mental illness is present in other
studies.6 11 27 Another ﬁnding consistent with existing lit-
erature was that of doctors not wanting to report to a
colleague and the preference of talking to a friend.9
The study’s ﬁnding regarding senior doctors’ views on
using occupational health services does not appear in
the existing literature, but there was evidence in the lit-
erature on the importance of conﬁdentiality for
doctors,9 24 something that was attributed in the study to
a lack of trust in using occupational health services. An
idea brought up in this study that was not found else-
where was that of all doctors having supervisors, enab-
ling them to have someone independent to speak with
about problems they may be having in the clinical envir-
onment and daily life.
The study’s ﬁndings on ‘GMC involvement’ added to
Brooks et al’s study21 by giving the general attitudes of
senior doctors, not just the views of doctors who had
been through GMC investigations themselves. The views
of the GMC process being lengthy and time-consuming
were consistent with Brooks et al’s study, as well as the
concept of branding someone guilty by referring them.
Opinions on the role of the appraisal and revalidation
process do not appear to have been reported in the
existing literature and, in our study, were generally nega-
tive in regards to picking up those with a mental illness
that is affecting doctors’ work.
STRENGTHS AND LIMITATIONS
A strength of this study is that it is an in-depth explor-
ation of the views of senior doctors regarding mental
illness and their role as doctors. Although the study had
a small sample size of 13, every effort was made through
purposive sampling to include a variety of specialties (11
different specialties in total). This meant that a wide
range of views could be included, including both SAGPs
to cover primary as well as secondary care. The sample
was recruited from a single site and it is possible that
had the sample been recruited from a number of hospi-
tals more themes could have been identiﬁed. However,
we believe that it is likely that data saturation was
achieved as no new themes emerged from the last three
interviews.
As a qualitative study we did not attempt to gather a
generalisable sample and it is possible that sampling bias
may have occurred as those doctors who chose to
respond to our invitation and take part in the interviews
may have had speciﬁc personal reasons to do so.
Although a member-checking process was carried out to
check the transcripts were an accurate record of the par-
ticipants’ views, respondent validation of the interpret-
ation was not carried out. The results would have been
strengthened by triangulation using another method of
data collection. EFB analysed all transcripts and MRB
analysed three of these to increase reliability in the inter-
pretation, however this could have been further
improved by increasing the number of transcripts ana-
lysed by MRB and increasing the number of coders.
As a medical student, the main interviewer was a
member of the profession and shared an understanding
of ‘medical life’ which may have facilitated discussion.
Also, her junior role may have made her less intimidat-
ing to talk to. However, it is important to note the possi-
bility that the researcher’s background as a medical
student and part of the doctor’s working environment
could have resulted in reticence among participants in
expressing their views to a student.
Unfortunately, a number of potential participants
declined to take part in the study. Although their
reasons were not explored, a number who did partici-
pate spoke with the researcher about issues of conﬁden-
tiality and anonymity. One participant summarised very
well what came across from many doctors during the
interviews:
What’s surprising is just thinking about it and actually it’s
quite uncomfortable, and that’s ﬁne it should be! And
you’re deﬁnitely thinking, how much do you say? How
much do you genuinely express your thoughts on tape?
[#6]
This is of value in itself as it shows the deep-rooted
concerns and the reluctance in disclosing some
thoughts, irrespective of the reassurance and safe envir-
onment provided by the researcher and study premises,
and may have stopped some participants voicing some
of their opinions.
IMPLICATIONS
This study focused on the views of senior doctors regard-
ing mental illness within the medical profession. The
views of this group of doctors are important because of
their experience of the practice of medicine and their
position as role models for more junior members of the
profession. In addition, we wanted to explore the views
of all doctors, regardless of whether they had any per-
sonal experience of suffering from a mental illness or
not. Although many of our ﬁndings are consistent with
the existing literature, a number of novel areas were
identiﬁed that have not been reported previously. This
may be because of the professional experience and
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senior roles held by this group of doctors. If these ﬁnd-
ings are supported by further research, they may have
implications for the way in which doctors with a mental
illness are identiﬁed and managed, as well as aiding in
the prevention of mental illness within the medical
profession.
Although there is published literature regarding how
the profession deals with doctors who have a mental
illness that may affect their ability to practice, we believe
that our study does provide further evidence in high-
lighting the stigma surrounding mental illness that is still
present within the medical profession, as well as empha-
sising the substantial barriers that doctors face when
seeking help.
Our study suggests that medical education and the
professional bodies need to address not only the con-
tinuing stigma associated with mental illness in general
but also speciﬁc issues in relation to aspects associated
with the practice of medicine, such as beliefs concerning
its effect on clinical decision-making processes. These
issues need to be addressed in the curriculum for the
training of doctors and also by acknowledging the
importance that senior doctors have as role models for
their junior colleagues.
The ﬁndings of this study stress the importance of
good organisation and team work in a clinical group in
order to relieve pressure, reduce isolation and promote
medical practitioners’ well-being. It can encourage
doctors to be more attentive to their own thoughts and
feelings, as well as the actions of their colleagues.
It is in the area of support for doctors with mental
health problems that this study has identiﬁed additional
areas which may have an impact on the way doctors with
mental health problems are managed. Senior doctors
highlighted mistrust of occupational health services in
relation to mental health problems mainly related to
privacy and conﬁdentiality. This suggests that these ser-
vices need to be tailored to the complex needs of
doctors becoming patients and have conﬁdentiality as a
priority. Together with other studies,5 28 our study sug-
gests that responsibility for management of mental
health problems within the medical profession should
not be placed solely on occupational health depart-
ments. Further research needs to be performed to deter-
mine whether this distrust of occupational health
services in relation to doctors with mental health pro-
blems is widespread in the profession and if so what can
be done to address these concerns. Another novel strat-
egy to improve the management of mental illness identi-
ﬁed by senior doctors in our study was provision of
supervision for all doctors to help them deal with the
stresses of medical practice. This is something that has
been a normal part of psychotherapy practice for a long
time and may have a role in prevention of mental illness
among doctors as well as the management of doctors
with a mental illness. Further research to determine the
acceptability, practicality and effectiveness of such a strat-
egy should be undertaken.
Our study is consistent with previous research21 sug-
gesting that senior doctors view the GMC process as
punitive and unsupportive. This clearly needs to be
addressed if doctors seek help when they become
unwell. However, our study would suggest that senior
doctors believe the role of the appraisal process in iden-
tifying mental illness is ineffective. This is a novel
ﬁnding and, if their impression is conﬁrmed by further
research, may have signiﬁcant implications for the
appraisal and revalidation process.
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